Objectives: Previous studies have reported increased perioperative mortality of symptomatic nonruptured abdominal aortic aneurysms (sxAAA) compared with asymptomatic AAA (asxAAA), but no long-term outcomes for sxAAA have been reported. We sought to compare longterm outcomes of sxAAA and asxAAA after repair at a single academic institution.
Methods: Patients receiving AAA repair for sxAAA and asxAAA from 1995 through 2015 were included. Ruptured AAA and suprarenal or thoracoabdominal AAA were excluded. Demographics, comorbidities, and operative approach were collected. Long-term mortality was the primary outcome, determined by record review or link to Social Security Death Index. Additionally, long-term mortality and reinterventions were compared after groups were matched with nearest-neighbor propensity M to reduce bias.
Results Table) . The proportion of women was higher for sxAAA (26% vs 16%; P ¼ .003), as was the proportion of non-Caucasians (40% vs 29%; P ¼ .009. After propensity matching, there were no significant differences between groups for patient characteristics, AAA diameter, treatment modality, or comorbidities including hypertension, coronary artery disease, congestive heart failure, diabetes, hyperlipidemia, lung disease, diabetes, renal disease, and smoking history. Perioperative mortality was 5.0% for sxAAA and 2.3% for asxAAA (P ¼ .55). By life-table analysis, sxAAA had lower 5-year (62% vs 71%) and 10-year (39% vs 51%) survival (P ¼ .01; Fig) compared with asxAAA for the entire cohort. Similar trends were observed for 5-year and 10-year mortality after propensity matching (63% and 40% vs 71% and 52%; P ¼ .08). When stratified by repair type, 5-year and 10-year survival trended lower after open surgery (68% and 42% sxAAA vs 84% and 59% asxAAA; P ¼ .08) but not EVAR (59% and 40% sxAAA vs 61% and 49% asxAAA; P ¼ .4). Aneurysmrelated reinterventions were similar for sxAAA and asxAAA (15% vs 14%; P ¼ .8). Reinterventions were more common after EVAR compared with open repair (22% vs 7% sxAAA, P ¼ .015; 20% vs 4% asxAAA, P ¼ .007). Stratified by repair type, reintervention was similar after EVAR (22% sxAAA vs 20% asxAAA; P ¼ .8) and open repair (7% sxAAA vs 5% asxAAA; P ¼ .5). Conclusions: Patients with symptomatic AAA had worse long-term survival and similar aneurysm-related reinterventions compared with patients with asymptomatic AAA undergoing repair. Differences in longterm survival appear to be only partially explained by measured patient, aneurysm, and operative factors. Objectives: Over the past 15 years, as endovascular aortic aneurysm repair has become the principal mode of intact abdominal aortic aneurysm (AAA) repair, the frequency of open surgical repair (OSR) has decreased. There is little evidence in the literature about the effect of surgeon volume on procedure value. In the setting of decreased rates of OSR in patients with more complex anatomy, the hypothesis of this study is that high-volume surgeons will provide improved value by having lower rates of morbidity and mortality.
Methods: All patients undergoing intact open AAA repair were identified in the New York Statewide Planning and Research Cooperative System inpatient database between 2000 and 2010. The Statewide Planning and Research Cooperative System death database linked to Social Security Death Index was used to calculate the life-years after AAA repair for each patient over a 3-year period and charge data were normalized to year 2016 dollars. Value was defined as 3-year survival divided by cumulative charges, which included any related inpatient charges within the subsequent 3 years. The data were stratified based on median procedure value. Univariate analysis was performed to compare the high and low value groups.
Results: There were 12,146 patients who underwent OSR during the study period. The high-value group had a mean value of 10.2 6 0.06 vs 2.2 6 0.02 year/$100,000 in the low-value group (P < .0001). In the high-value group, surgeon and hospital volume, 30-day survival and 3-year survival were higher, while length of stay, 30-day readmission, and cumulative charges were lower (Table) .
Conclusions: In the setting of decreased rates of OSR, high-volume surgeons provide better value by having lower rates of morbidity and mortality. With fewer OSR occurring each year, these data support centralizing OSR to high-volume surgeons for repair of intact AAA. This study is an initial analysis of the factors affecting value of OSR for AAA. With the advent of value-based reimbursement, further study is needed to better define the role these factors play in patient value and help to develop practice guidelines for OSR of AAA.
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Risk Factors for Major Cardiac Complications After Endovascular Repair of Aortic Aneurysms: A Nationwide Survey
Gerardo Gonzalez-Guardiola, Phoenix Vuong, Andy Lee, Rajeev Dayal. NewYork-Presbyterian Hospital, New York, NY Objectives: Although endovascular aortic repair (EVAR) is the preferred treatment for abdominal aortic aneurysms (AAA), postoperative acute myocardial infarction (MI) and arrest remains a significant cause of morbidity and mortality. The Vascular Quality Initiative Cardiac Risk Index was developed to predict MI following elective vascular surgery including EVAR. We identify patient and hospital-level predictors of major adverse cardiac events (MACE) after EVAR in the largest national inpatient database. 
